some studies assess stone size using maximum stone diameter in mm, while others use the mean area in mm 2 . The proper definition of SFR, in other words, the clinically significant residual stone size, is the foothold of proper estimation of treatment outcomes. Many studies report a diameter of 4 mm [3], or 2 mm [4] . Nevertheless, small residual fragments require active intervention, in onethird of the cases [5] . In the meta-analysis by De et al. [1], the cutoff SFR values of the different studies are not clearly defined.
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The imaging method used for estimating residual fragments and the ideal time to perform it are of utmost importance. Non-contrast CT (NCCT) should always be the preferred method [6] [7] [8] . Moreover, recent research has shown that magnified bone windows for NCCT are more accurate for measurement of stones [9] . To date, only several, mainly, PCNL studies use NCCT as a standard follow-up method [2] . Additionally, in many centers, NCCT is performed during the first postoperative week, which could be associated with increased false-positive results from stone dust postoperatively. Moreover, residuals that would pass spontaneously and uneventfully during the early postoperative period are also detected. Therefore, imaging at the end of the first month after surgery is considered optimal [7, 10] . This important parameter should have been properly elucidated in De's study.
The aim of this letter is not to pose criticism but to stimulate further research on the subject, since the current available data remain greatly inhomogeneous. Trying to perform a meta-analysis using the current evidence is like comparing "apples" with "watermelons"! Hence, comparing complications with such heterogeneous groups can also force to misleading conclusions. By focusing our research in all mentioned parameters, the inhomogeneity of our data can be reduced.
Dear Editor,
With interest we have read the refreshing meta-analysis published in European Urology by De et al. [1] , devoted to standard PCNL, minimally invasive percutaneous nephrolithotomy (MIPP), and RIRS for treating nephrolithiasis. We commend the authors for undertaking such demanding and extensive literature research. They conclude that PCNL offers higher SFRs than MIPP and RIRS. They also purport that RIRS provides lower SFRs than MIPP. Nevertheless the "higher morbidity" of MIPP compared to RIRS is probably due to its less frequent use in daily routine in most centers resulting in less experience and technical know how. However, we believe that some main points are not apparently mentioned and should be taken strictly into consideration.
The preoperative stone size and the stone location constitute important parameters, for choosing the best treatment. Interestingly, by evaluating the SFR data presented by De et al. [1] , ten studies were eligible for the meta-analysis. However, only one study [2] , presenting 172 MIPPs and 108 RIRs, contributed a 52.7 % weight to the overall and 76.9 % to the MIPP subgroup analysis! Furthermore, the authors reported a statistically significant mean stone size difference (p ≤ 0.004) between MIPP (12.6 mm) and RIRS (6.8 mm). The fact that this study greatly influences the whole meta-analysis substantiates the inhomogeneity of the data collected. Additionally, De et al. [1] 
